a 


Peo Sra 


sS8 a 


eneral Library 
Ann Arbor, Mich. 


Feb. 


1951 


GNIVeRsity VOL. 57 AUGUST, 1950 
MICHIGAN 

AUG 6 159 

al V MEDICAL 

ize LIBRARY 

in 

+7 New Methods of Controlling Side Reactions 


from Stilbestrol 


Diagnostic Error: Bone Enlargement 
Following Trauma 


The "Acute Abdomen" — Paralytic ileus — 
Intra-Abdominal Adhesions 


Problems in Practice: 
Lymph Node Study (Biopsy) 


Fever Versus Normal Body Temperature... 


Penn Test for Cancer 


How to Make the Public enema and 
Dislike You ........ or 


Rheumatoid Arthritis, Treatment with 
Cortisone and ACTH 





NEW! 
Carmethose- 
Trasentine 


Doubly effective in relieving gastric discomfort... 


Carmethose-Trasentine is a logical combination 
of a new antacid and an effective antispasmodic 
to control gastric discomfort. 


Controls hyperacidity . . . This combination lowers gastric acidity and forms 
a protective coating which has been observed in 
the stomach for as long as three hours. 


Controls spasm . . . Carmethose-Trasentine relieves gastric pain also 
by relaxing smooth muscle spasm. The anesthetic 
effect of Trasentine further controls gastric irri- 
tability. Carmethose-Trasentine is non-constipat- 
ing, palatable and eliminates acid-rebound. 


Issued: Carmethose-Trasentine Tablets: 
sodium carboxymethylcellulose, 225 mg.; 
magnesium oxide, 75 mg.; Trasentine, 25 mg 
Bottles of 100. 

Carmethose without Trasentine is also available 
for use in cases where the antispasmodic 
component is considered unnecessary. Available 
as Tablets, each containing sodium carboxy- 
methylcellulose 225 mg., with magnesium 
oxide 75 mg., and as Liquid, a 5% solution 

of sodium carboxymethylcellulose. 


4¥e 
( al bal Pharmaceutical Products, Inc., 


CARMETHOSE TM. (brond of sodium corboxymethyicellviose) Ss ° N 
TRASENTINE @ (brand of odiphenme) ummu, IV. Z.. 





CLINICAL MEDICINE 


ESTABLISHED 1894 


A Journal Devoted to the Advancement of General Practice 


Published Monthly by the 


AMERICAN JOURNAL OF CLINICAL MEDICINE, INC. 
1232-36 CENTRAL AVENUE 
WILMETTE, ILLINOIS 


EDITORIAL STAFF 
GEORGE LAKE, Publisher 


Ernest WITEBSKY, M.D. HAROLD SWANBERG, M.D., F.A.C.P. 
IRvING J. WOLMAN, M.D. Joun A. CONLEY, M.D. 

N. S. Davis III, m.p. tHlowarp E. Curt, M.D. 

ARTHUR H. STEINHAUS, PH.D. Kart JoHN KARNAKY, M.D. 


T. R. Lozier, Staff Artist 


CONTENTS 


AUGUST, 1950 — VOL. 57, NO. 8 


Editorials 


How to Make the Public Question and Dislike You 
Rheumatoid Arthritis, Treatment with Cortisone and ACTH .... 


Original Articles 


New Methods of Controlling Side Reactions from Stilbestrol .... 
By Karl John Karnaky, M.D. 


Diagnostic Error: Bone Enlargement Following Trauma 
By James F. Brailsford, M.D. 
The ‘‘Acute Abdomen’’ 
By Joseph Levitin, M.D. 
Paralytic Ileus 


Intra-Abdominal Adhesions 


Problems in Practice 
Lymph Node Study (Biopsy) 
Fever Versus Normal Body Temperature 
Penn Test for Cancer 


Thumbnail Therapeutics 
Treatment of Rheumatoid Arthritis 
Aureomycin Treatment in Tularemia 
Migraine Headaches 
Penicillin in Subacute Bacterial Endocarditis 


(Continued on next page) 





AUGUST, 1950 
Volume 57, Number 8 


CLINICAL MEDICINE published By 
the American Journal of Clinical Medi- 
cine, Inc. 


Address manuscripts to: 
The American Journal 
of Clinical Medicine 
Business Office: 
1232-36 Central Avenue 
Wilmette, Illinois 


ORIGINAL ARTICLES, NOTES, AND 
REPORTS: 


Are solicited for publication with the 
understanding that they are contributed 
exclusively to this journal. 


Material submitted may be forwarded 
to a Staff Consultant for discussion and 
if approved will be published as soon as 
space, timeliness, and appearance of pre- 
viously accepted articles permit. 

Manuscripts should be clearly type- 
written, double spaced, with ample mar- 
gins. Legends for illustrations, and bibli- 
ographic references should be at the end 
of the manuscript. 


Illustrations drawn by our staff artist 
and engravings from photographs or 
sketches submitted, will be provided by 
the journal to the extent of moderate 
cost; selections to be made by the editor. 


Reprints will be furnished according 
to the schedule of prices which will 
accompany the galley proofs submitted 
to the author. Reprint orders, payable 
in advance, should accompany the re- 
turned galley proofs. The printer will 
hold type for one month following 
original publications. 

This journal is not responsible for 
opinions or statements expressed by au- 
thors in communications or papers which 
have been published. 


ADDRESS CHANGES: 

Notify us promptly of any change of 
address, mentioning both old and new 
addresses. We cannot hold ourselves re- 
sponsible for change of address unless we 
are notified as above. Complaints more 


than three months old cannot be hon- 
ored 


RENEWALS: 
Expired subscriptions must be express- 
ly renewed within six months. Renewal 


notices will be sent by mail. Kindly 
always renew promptly. 


$5.00 A YEAR — 50c A COPY 


Please mention CLInicAL MEDICINE 
when writing advertisers 


CONTENTS 


(Continued) 


Diagnostic Pointers 
Thumb Flexion in Infants 


Sodium Therapy Deaths in Diabetic 


Sliding Hernias 
Elbow Disabilities 


Causes of Diarrhea 


Miscellaneous 
BOOK REVIEWS 
MEDICAL NEWS ..Back Adv. 


SEND FOR THIS 
LITERATURE ...Back Adv. 


COMING ARTICLES 


Abscess, Fistula and the 
Anococcygeal Triangle 


by Frank D. Stanton, M.D. 
e 


re ACTH and Cortisone 
by William Grant Lewi, M.D. 


The Body as a Machine 


Is Hypothyroidism Common? 


Entered as Second Class Matter August 1, 1942, at the Post Office at Wilmette, Illinois, 
under Act of March 3, 1879. 





How To Make the Public Question and Dislike You 


Physicians have become so accus- 
tomed to being accepted as leading 
members of their city, that it is with 
a sense of shock that they occasion- 
ally find someone who actively dis- 
likes them and talks against them. 
It is easy to disregard criticism and 
to say it is the work of a few, mis- 
guided individuals, and to comfort 
one’s self as a public benefactor. 

Much of the publicity now being 
issued in behalf of the American 
medical profession is of the self-con- 
gratulatory type. All sorts of claims 
are being published which would not 
stand up under critical scrutiny. 


For example, the old statement 
that ‘“‘the average person lives so 
much longer today because of the 
care given by physicians.’’ Any sta- 
tistician, worth his salt, would snort 
at such a fantastic claim... any 
medical investigator, whose investi- 
gations are based on eliminating all 
causes but one, in a controlled exper- 
iment would be similarly skeptical. 
The nation’s health is the result of 
better nutrition, better public health 
control through both public authority 
and private medical care, better liv- 
ing conditions, and so on. 


General public acceptance of 
health knowledge has a large part to 
do with the increased length of life. 
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In case you have never felt any 
opposition in your insulated practice, 
remember that only those people 
come to you who like you, or feel 
that you can help them. Those who 
are critical of you and the medical 
profession, you never see, and you 
don’t hear from them until some sit- 
uation comes up where they can at- 
tack you. 


Remember that Wagner, Murray, 
Dingall, and others of the law- 
makers, who are endeavoring to 
pass laws favoring Government 
Medicine would not continue unless 
they had support from a considera- 
ble segment of the population. A 
smart politician does not fight the 
wishes of his employers. 


Every day, physicians are making 
enemies for themselves and for the 
private practice of medicine by their 
actions ... some thoughtless or sel- 
fish, a few... greedy or dishonora- 
ble. 


The failure to grasp the idea that 
they are in a service profession has 
given the physicians a bad name, 
repeatedly. When called on to make 
an emergency call, or a night call, 
physicians in too many towns have 
answered blithely ‘‘we don’t make 
night calls,’’ or otherwise dismiss the 
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matter, without a thought, as being 
harmful to their comfort. 

Of course, many excuses can be 
given...a few of them good ones, 
but, no matter how correct they are, 
the patient still has an unsolved 
problem and the member of the 
medical profession has turned him 
down. If the physician finds the case 
is one in which he has no training, 
the thing to do is to refer the patient 
to the County Medical Society, to the 
nearest hospital, or to a physician 
whom he knows will give the service. 

Why shouldn’t patients feel resent- 
ful toward you? You drive around, 
quite often, in a car more expensive 
than they can afford. You exhibit 
signs of affluence quite repeatedly. . . 
you are often rather supercilious in 
relationships with the public; giving 
the impression that the physician 
always knows best no matter what 
the subject is. 

Don’t forget that envy is a potent, 
active force the next time you 
display proofs of your prosperity. 
There is an instinctive desire to wish 
that everyone were on the same 
level. This desire you are increasing 
by flaunting your financial rewards 
in the public’s face. It would be 
much better publicity to talk about 
how much post-graduate study that 
you have done...what good care 
you are giving the people of your 
area...and so forth. The latter 
could be carried out as a group proj- 
ect by the physicians of your city 
or county. No one, not even the most 
ardent enthusiast in favor of Govern- 
ment Medicine could complain if the 
physicians of a city or county 
instituted repeated post-graduate 
courses, or if they arranged for bet- 
ter service to the people in their 
area. 

The Alameda County Medical As- 
sociation, comprising 1,000 physi- 
cians, and including the Oakland 
area in California states this ‘‘The 
Alameda County Medical Associa- 
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tion is a dedicated organization. It 
is dedicated to active promotion and 
protection of the health and medical 
care interests of the public. Serving 
the interests of its members is its 
secondary objective.’’ 


The members of this association 
as a group hold a monopoly in Ala. 
meda County in medical care...a 
necessity of life. The association, 
therefore, accepts broad public re- 
sponsibilities. It assumes full respon- 
sibility for the delivery of medical 
care to everyone, regardless of their 
ability to pay, the time of day, or 
any other consideration. It seeks to 
protect the patient from, or gain re- 
dress or compensation for, injury, 
neglect, incompetence, excessive 
fees or any other malpractice or un- 
ethical act of its members. It at- 
tempts to maintain constructive 
competition under a free enterprise 
system which constantly improves 
the quality and holds down the cost 
of medical care. It solicits all medi- 
cal care problems of individual pa- 
tients and of the public and devotes 


its resources to solving these prob- 
lems. 


Promoting and protecting the pub- 
lic’s interest is the Alameda County 
Medical Association’s method of pro- 
moting the interest of its members, 
and the profession as a whole. 

Through these efforts, the profes- 
sion is earning public understanding, 
eppreciation, confidence, and _ sup- 
port. 

Such is the attitude of a very for- 
ward-looking medical society. If 
only it were the attitude of the big 
societies and notably, the American 
Medical Association, which, as the 
editor of Northwest Medicine says 
‘‘We continually claim that all doc- 
tors are equipped with halos and 
wings and that nary a one has a 
cloven hoof.’’ The real crux of the 
problem is that the public does not 
fully trust us to give them a fair 
break and there is ample founda- 
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tion for such mistrust. Suspicion 
arises from the actions of only 15% 
of our numbers, but that is no 
excuse. 


A good man who has a foul cancer 
cannot be condemned as bad be- 
cause of it even though his social 
acceptance is impaired. His respect- 
ed position in society may be readily 
regained after radical surgery has 
removed the disease. The unfit few 
who ruin our public relations should 
be cut out or controlled. It can be 
done and to do so will tend to in- 
crease our acceptance back into the 
public.”’ 


If every physician who knows of an 
act of crookedness or greed would 













































































In an admirably thorough and critical 
paper, the staff members of the Mayo 
Clinic review their experiences with this 
treatment, inaugurated by them. They 



















eB, state that the reversibility of rheuma- 
i toid arthritis has been further demon- 

strated. Cortisone was given to 21 pati- 
or- B ents with severe or moderately severe 
If | rheumatoid arthritis and produced a 
»ig | very marked effect in 12, a marked effect 
‘an § in 8 and a moderate effect in 1. Daily 
the — doses varied from 25 to 300 mg. ACTH 
Lys (pituitary adrenal corticotropic hormone) 
oc- | Was given to 6 patients with severe or 
ind moderately severe rheumatoid arthritis. 
. 2 The antirheumatic effect was very mark- 
thé ed in 4 and marked in 2. The daily doses 

varied from 45 to 140 mg. When corti- 
not sone or ACTH was withdrawn, symp- 
fair B toms and signs of rheumatic activity 
da- usually returned, in most cases fast. 
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Rheumatoid Arthritis, Treatment 
with Cortisone and ACTH 
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report this in such a way that action 
had to be taken, the resulting pub- 
licity would not hurt the profession, 
but would show instead that it was 
cleaning up its own dirty linen and 
would be real publicity—not talk. 


Next time, put yourself in the 
patient’s place and think of what you 
would do if a doctor told you that he 
could not see you other than during 
a few hours in the office, or that 
your fees were so high that you 
would be impoverished for a long 
period of time. 


Let’s stop any questioning dislike 
on the part of the public in regard to 
us, but let’s do it with an honest 
program of improvement. 


In 2 cases the hormone-induced remis- 
sions have persisted for 10 to 12 months, 
respectively..No significant side effects 
developed in 9 (23%); mild side effects; 
mild acne, mild hirsutism, rounding of 
face, slight irritability in 8 cases (35%); 
moderate side effects in 2 cases (9%); 
and marked side effects in 4 cases (17%); 
The authors emphasize that ‘‘the use of 
these hormones should be considered 
an investigative procedure, not a treat- 
ment.’’ We can now repeatedly produce 
controlled remissions of several diseases, 
to be followed by more or less controlled 
relapses. .. This present study is to be 
regarded, not as a report on clinical 
therapy, but as an investigation in clin- 
ical physiology.’’ (P. S. Hench; E. C. 
Kendall; C. H. Slocumb and H. F. Pol- 
ley. Arch. Int. Med. 4:545, Apr. 1950.) 
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New Methods of 


CONTROLLING SIDE REACTIONS 


from Stilbestrol 


By Karu Joun Karnaky, M.D., Houston, Texas 


Diethylstilbestrol has been found 
to be of value for many conditions 
in obstetrics and gynecology. One 
of the important disadvantages of 
stilbestrol is the side reactions; 
namely, the production of nausea 
and/or vomiting during the first four 
or five days of stilbestrol administra- 
tion. Methods of controlling these 
side reactions have been found so 
now nausea and/or vomiting are les- 
sened and in some cases eliminated 
altogether. Nausea and/or vomiting 
have almost been eliminated by the 
use of B complex and C vitamins 
and micronized stilbestrol com- 
bined in one tablet.** A report of 
the results of this work as well as 
side reactions may be of interest to 
those who give stilbestrol. 


Discussion 


It has been stated that stilbestrol 
is inert (non-estrogenic) without fol- 
ic acid and possibly other B com- 
plex vitamins (1). It may be that 
those patients who experience se- 
vere nausea and vomiting from stil- 
bestrol have a marked deficiency 
of folic acid and B complex, leaving 
uncombined stilbestrol to circulate 
free in the blood stream producing 
side reactions. (Those who experi- 
ence mild to moderate amount of 
nausea and/or vomiting may have 
small to moderate amount of B com- 
plex vitamins in their body). Clin- 


* From Menstrual Disorder Clinic. Research 
Division, Jefferson Davis Hospital, Houston, 
xas. 


** Desplex, Grant Chemical Co., New York, 
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ically this has been borne out in 30 
patients who previously had com- 
plained of severe nausea and/or 
vomiting from micronized stilbestrol, 
experienced none or very slight stil- 
bestrol reactions when B complex 
vitamin tablets* three times a day 
and at bedtime were given along 
with micronized stilbestrol. 


Also, 60 consecutive patients were 
given 1 to 5 cc. of B complex vita- 
mins intravenously** during the day 
in the clinic and the 9 o’clock eve- 
ning dose of 1.0 to 6.25 milligrams 
of micronized stilbestrol. None or 
very mild stilbestrol reactions were 
noted. Only three experienced mild 
vomiting and the rest had no vomit- 
ing. 

In another series of 40 consecutive 
non-pregnant patients who received 
B complex vitamins intravenously 
and tablets with a combination of 
B complex and C vitamins, one three 
times a day and at bedtime, two 
experienced mild vomiting, 38 no 
vomiting, 25 experienced very slight 
nausea and 15 no nausea. Also 
nausea was experienced for an aver- 
age of 1 plus days as compared to 
40 consecutive control patients with- 
cut vitamin B complex intravenously 
or by mouth, in whom the average 
days for nausea to pass away was 
4 plus days. 


It may be that patients with suffi- 
cient amount of B complex vitamin 


* Manibee, Endo Products, Richmond Hill, 
New York. 


Solu-B, Upjohn Co. Kalamazoo, Michigan. 
** Cevron. Amfre Drug Co., New York. 
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in the gastro-intestinal tract, liver, 
body tissues or blood stream expe- 
rience little or no stilbestrol reaction. 
Micronized stilbestrol may combine 
with the B complex vitamins to form 
an estrogenic substance or the pres- 
ence of vitamin B complex acts as a 
catalyst causing stilbestrol to become 
etrogenic. Of 100 consecutive non- 
pregnant patients 95 became tolerant 
to (% of a 25 micronized stil- 
bestrol tablet) in 4 to 7 days. It may 
be in these patients that the liver and 
blood stream utilized B complex 
vitamins from other parts of the 
body or absorbed more from the 
gastro-intestinal tract. Finch (2) 
has shown that the reactions in stil- 
bestrol are allergic as it may be 
that the patients become desensitized 
to stilbestrol and no longer experi- 
ence reactions. Finch has eliminated 
stilbestrol reactions by the use of 
anti-histamines. In my opinion these 
reactions may not be due to allergy 
but due to a deficiency of vitamin B 
complex and as the patient continues 
to take stilbestrol, more and more 
B complex is drawn from the system 
and combines with stilbestrol thereby 
eliminating side reactions. 










































































































































Controlling Nausea and/or Vomiting 


A. 1 ce. to 5 ec. of soluble B com- 
plex vitamin intravenously the day 
of the first 9 o’clock evening dose. 

B. Fifty to 100 milligrams of tes- 
tosterone propionate* intramuscular- 
ly the day of the first 9 o’clock eve- 
ning dose. (There is no danger of 
hirsutism when both stilbestrol and 










ith-§ testosterone propionate are given). 
sly § Testosterone propionate by mouth,** 
age § 10 to 25 milligram tablet, one three 





times a day and at bedtime for the 
first 4 or 5 days of therapy, and as 
needed if nausea and/or vomiting 
ever recur at a later date. 








*Oreton, Schering Corporation, Bloomfield, 
New Jersey. 


** Oreton-M, Schering Corporation, Bloom- 
field, New Jersey. 
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C. B complex vitamin and vitamin 
C and micronized stilbestrol in tab- 
let form which can be taken by 
mouth. This combination lessens stil- 
bestrol reactions. 


Method of administering vitamized 
micronized stilbestrol. 
(The tablets are to be taken at 8 P.M.) 


For 3 days take % tablet 
3 days % tablet 
3 days % tablet 
3 days 1 tablet 
3 days 1% tablets 
3 days 1% tablets 
3 days 1% tablets 
3 days 2 tablets 
3 days 2% tablets 
3 days 2% tablets 
3 days 2% tablets 
3 days 3 tablets 
3 days 3% tablets 
3 days 3% tablets 
3 days 3% tablets 
Then 4 tablets 


(If the patient ever bleeds or spots 
2 or 4 tablets. are taken every 15 
minutes until they stop. This usually 
requires 1 to 3 doses). 

The dosage is held at 4 tablets 
daily for the desired period of time 
and then decreased 50% daily and 
stopped. 

D. Additional aids for controlling 
stilbestrol reactions: 

1. Antihistamine tablets, one 
three times a day and one at bed- 
time and % every % hour until 
nausea and/or vomiting are con- 
trolled (Finch). 

2. Micronized, triple crystallized 
stilbestrol. This process removes 
some of the impurities which may 
cause reactions. 

3. Stilbestrol tablets at 9 P.M. 
so the patient is asleep when the 
maximum nausea is present. 

4. Gradually increase the dose 
1/4 of a 25-milligram micronized stil- 
bestrol tablet every fourth night until 
the required dose is reached. 

5. Folic acid, vitamin B complex 
and vitamin C preparation, one tab- 
let three times a day and at bedtime. 
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6. Pentobarbital sodium* 3/4 
grain capsules, 2 to 4 at 9 P.M. with 
the first one or two nine o’clock 
doses of stilbestrol. If the above 
preparations do not control these re- 
actions give % rectal suppository** 
every 1 hour until nausea and vom- 
iting are controlled. 

7. {f the patient still has severe 
nausea and vomiting, gradually in- 
crease stilbestrol. This usually builds 
up the patient’s tolerance to the 
drug. This is a very excellent meth- 
od of giving stilbestrol to patients 
who cannot tolerate larger doses im- 
mediately. Give 0.05 milligram of 
vitaminized micronized §stilbestrol 
nightly and every fourth night in- 
crease 0.05 milligram until 0.5 milli- 
gram is being taken, then in- 
crease % milligram every fourth 
night until 6 milligrams are being 
taken, then increase % of a 25 
milligram (6.25 milligrams) micro- 
nized stilbestrol tablet until 50 to 100 
milligrams are being taken daily. 

8. 100 milligrams vitamin B6 in- 
travenously (Patton). 

9. Sipping of sour milk and sour 
drinks. 

E. Controlling other complications 
during stilbestrol administration. 

1. Spotting and/or bleeding dur- 
ing stilbestrol administration. 

a. Two to four 25-milligram 
micronized, vitaminized stilbestrol 
tablets every 15 minutes until bleed- 
ing ceases. (Usually stop in 1 to 4 
hours). 

b. If spotting and bleeding con- 
tinue, curette out excess endometrial 
tissue in office with Randall curette. 

ec. Pack vagina tightly with 
cotton and acidified vaginal powder 
for 2 to 4 days. This aids in causing 
the uterus to contract which aids in 
preventing bleeding. 


d. Ergotrate tablets No. 14, 


Abbott Laboratories, 


* Nembutal, 
Chicago, Illinois. 


** Pentolin—Amfre Drug Co., N.Y.C. 


North 
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1/320 grain, 2 stat and one every 
two to four hours, for a total of 14 
tablets. 

e. Pitocin, 1 cc. intramuscular- 
ly as needed. 


2. Excess cervical discharge. 
One tampax at bedtime or in the 
morning for 12 hours. Excess leu- 
korrhea is absorbed into tampon. 
3. Darkness of areola of breast 
and of skin. No treatment, usually 


disappears after drug is discontin- 
ued. 


4. Excess lachrymal secretion 
a. Increase the dose of B com- 
plex vitamins to 2 tablets three times 
a day and at bedtime (B complex 
vitamin combined with micronized 
stilbestrol in tablet form usually 
eliminates this in most cases). 


b. Patient is advised to read 
less. 


5. Withdrawal bleeding. 

a. Fifty to 150 milligrams of 
testosterone propionate intramuscu- 
larly on the day stilbestrol is to be 
decreased and 25 to 50 milligrams 
every 4 to 7 days if the patient spots 
or bleeds. Usually requires 2 to 4 
injections. 

b. Decrease micronized §stil- 
bestrol 50% daily. If patient is taking 
100 milligrams, then 50 milligrams 
for 1 day, 25 milligrams for 1 day, 
12.5 milligrams for 1 day, 6.25 milli- 
grams for 1 day and discontinue 
treatment. 

c. Excess bleeding or flooding 
during withdrawal bleeding. If pati- 
ent is home and cannot get to the 
office, she is to take % of a 25 milli- 
gram vitaminized micronized stil- 
bestrol and B complex tablet every 
30 minutes until bleeding or flooding 
are checked. When the patient comes 
to the office remove excess endo- 
metrial tissue with Randall or Novak 
curette or very small regular cur- 
ette and tightly pack the vagina with 
cotton for 24 to 48 hours. One hundred 
fifty to 200 milligrams of testosterone 
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propionate are given intramuscularly 
again. 

d. Constant spotting — curette 
out excess endometrium. 

e. If bleeding continues after 
above has been tried, start micro- 
nized stilbestrol-B complex tablets 
for 2 weeks. Thyroid to tolerance 
doses. lipoiodine one daily for 60 
days, B complex tablets two 3 times 
a day for 30 days. 






















































Conclusions 


Stilbestrol may now be given with- 
out as much hesitation as previously 
because the complications which are 
usually associated with stilbestrol 
therapy can now be lessened or elim- 
inated in most cases by the use of 
micronized, vitaminized stilbestrol. 
Uncombined stilbestrol in the blood 
stream may be the cause of stilbes- 
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Pyridine ivy extract is recommended 
for the treatment of poison ivy because 
it is ‘“‘simple to use, produces no dis- 
comfort, and is very stable . . “The 





























1. — original plan of treatment for the pro- 
ig phylactic series included injections of the 
1s pyridine ivy extract of 0.1 ml., 0.2 ml., 








0.4 ml., 0.8 ml. of the 1:50 dilution; 
then 0.4 ml., 0.7 ml., and 1.0 ml. of the 
1:10 dilution given at five to seven day 
intervals. The 10 ml, doses were then 
repeated at monthly intervals ... “In 
1945, 46 patients were treated with the 

. outlined schedule. Fifteen of these 
had no recurrence of the poison ivy dur- 
ing 1945; 18 experienced mild poison 
ivy, but definitely less severity than in 
previous years, while 13 were no bet- 
ter than in previous years.’’ (72 percent 
improvements, 28 percent unimproved). 
(G. E. Gaillard, J. of Allergy 21:55 Jan. 
1950)—Other therapeutical recommenda- 
tions are: autohemotherapy; sodium 
thiosulfate, intravenously; water cooled 
ultraviolet lamp (J.U.M.A. 12:886, Nov. 
19, 1949)—bathing of affected areas in 
1:2,000 solution of potassium perman- 
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Ivy Poisoning 


149 


trol reaction. If there is a sufficient 
amount of folic acid and B complex 
vitamins to combine with stilbestrol 
to cause it to be estrogenic there will 
be less or no stilbestrol reactions. 
Vitaminized micronized stilbestrol 
which is very reasonable in cost and 
produces no more side reactions than 
expensive natural estrogen, may be 
used instead of the natural oral estro- 
gens with the same results. 
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ganate together with intravenous injec- 
tions of sodium thiosulafate or calcium 
thiosulfate; freezing of areas with ethyl 
chloride (J.A.M.A. 6:432. Feb. 7, 1948)— 
cream consisting of phenol 1%, sodium 
perborate 10% and emulsion base, ap- 
plied every two hours; if there is a 
widespread distribution of dermatitis it 
is better to apply alternately icebags 
and 1% sodium perborate compresses 
(J. of the Tennessee State Med. Ass., 
40:1, 1947)—J. B. Howell in the Texas 
State J. Med., 45:349, 1949 gives an ar- 
ray of medications to be applied locally: 
Wet dressing solutions, (boric acid, Bur- 
row, potassium permanganate, Alibour 
water, Thiersch, cornstarch, Calgon, tan- 
nic acid); medicated baths (cornstarch, 
tar, colloid); lotions (biborate, calamine 
Burrow: emulsions (bismuth, traga- 


canth, calamine) tincture (glycerine 3%, 
tannic acid 3-5% alcohol, dist. water); 
pastes (zine oxide, zinc oxide with phenol 
or menthol or spirits of camphor or 
ichthammol or crude coal tar or oil of 
cade or liquor carbonis detergens). 
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Diagnostic Error 


Bor® 


one 


FOLLOWING TRAUMA 


By JAMES F. BRAILSFORD, M.D. 
Radiologist, Royal Cripples and 
Queen Elizabeth Hospital 
Birmingham, England 


A fourteen-year-old girl com- 
plained of a tender swelling over the 
upper left arm which developed fol- 
lowing a severe blow received at the 
site seven weeks previously. 

Examination revealed a fusiform 
swelling over the upper arm and ex- 
tending to the shoulder. The over- 
lying skin was unchanged from that 
of adjacent areas and there were no 
prominent vessels. There were no 
signs of localized inflammatory reac- 
tion. There was deep tenderness and 
an ill-defined fixed mass inseparable 
from the humerus could be felt. 

X-rays showed multiple regular 
periosteal accretions mainly over 
the anteromedial aspect of the up- 
per third of the humeral shaft. At 
this site the outline of the compact 
tissue was broken and irregular and 
the contained cancellous structure 
was blurred and of uneven density. 
There were no spicules from the 
periphery of the bone and no cal- 
cium deposits in the soft tissues. The 
appearance roentgenologically was 
consistent with a _ diagnosis of 
Ewing’s sarcoma and did not sug- 
gest organization within a periosteal 
hematoma (localized myositis ossifi- 
cans). The patient’s Wassermann re- 
action was a two plus. 

Diagnosis 

Chronic Inflammatory 

Syphilitic. 


Lesion, 
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Discussion 


Although a history of trauma is 
often obtained in cases of sarcoma, 
the tumor is ordinarily well devel- 
oped at the time of injury which 
directs the patient’s attention to the 
site because of abnormal tender- 
ness. Sarcomatous metaplasia would 
rarely develop so rapidly after 
trauma. Seven weeks after severe 
trauma one might expect just the 
changes described above. A Wasser- 
mann test should be done on every 
case of bone tumor no matter what 
the age or condition of the patient 
since osseous syphilis may simulate 
other pathological conditions both 
clinically and roentgenologically. A 
positive Wassermann test does not 
preclude the presence of a sarcoma. 
However (Brailsford, J. F., Radi- 
ology, 476-496, October 1939). Multi- 
ple linear accretions of periosteal 
new bone may appear in syphilis, 
tuberculosis, some cases of bone 
sepsis and in Ewing’s sarcoma. 


In the case presented, there was 
rapid resolution of the lesion under 
antisyphilitic therapy. Four months 
later all active inflammatory 
changes had ceased and the bone 
was being restored to normal. X-ray 
after nine months showed a normal 
humeral shaft. 
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The “Acute Abdomen” 
PARALYTIC ILEUS 


(Joseph Levitin of San Francisco summarized the value of a simple abdominal 
x-ray or ‘‘flat film’’ for the recognition of acute abdominal lesions in a Clinical 


Medicine article. Because of lack of space, his case reports, with roentgenograms, 
must be published serially.—Ed.) 


ee 


SMALL 


” 


Case Number 6 


Young male, aged 32, sudden onset of pain in the left side of the abdomen with 
distention, nausea, and some vomiting. Entered the hospital; two days later exami- 
nation showed a distended abdomen, no point tenderness; white count was slightly 
elevated, 10,000 white blood count, 75 per cent polymorphonuclear cells. Film of the 
abdomen demonstrated distended loops of both small and large bowel; small bowel 
loops were freely movable in the abdomen. Lateral decubitus views show a tendency 
to horizontal fluid levels. Small bowel loops were scattered throughout and distention 
of small and large bowel was of the same relative degree. The diagnosis on X-ray 
was paralytic ileus. Two days later patient had bloody urine, and further diagnostic 
examination demonstrated a non-opaque stone in the left ureter. 
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The “Acute Abdomen” 


INTRA-ABDOMINAL ADHESIONS 


SMALL BOWEL 
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ORIGINAL ARTICLES 


Case Number 7 


¢ 

Female patient; age 42, has repeated episodes of cramplike pain in the abdomen 
with distention, sometimes accompanied by nausea and vomiting. Previous history of 
pan-hysterectomy ten years ago. These attacks of pain, cramps and nausea have been 
intermittent for about the last six years. Repeated gastrointestinal series failed 
to demonstrate anything of significance, and film of the abdomen also was normal. 
These examinations were always done in the interim, between attacks of pain. Film 
of the abdomen was taken at this time while the patient had her attack of pain. Film 
(Fig. 1) showed several loops of small bowel in the mid-abdomen, moderately dis- 
tended. Turning the patient on her side and taking antero-posterior views (Fig. 2) 
shows that these small loops were relatively fixed in position. Diagnosis made of par- 
tial small bowel obstruction as result of intra-abdominal adhesions. Patient was 
explored surgically and these findings were confirmed. 
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(CONSULTATION SERVICE) 


Lymph Node Study (Biopsy) 


Question: 


In what patients should lymph nodes 
be removed for pathologic study? In 
what cases does such biopsy make a 
positive diagnosis? M.D., Allentown, 
Penn. 


Answer: 


H. W. Jones of the Mason Clinic, Seat- 
tle, Washington has summarized the in- 
dications for lymph node definitive 
study. Do not attempt a diagnosis on 
the basis of physical examination plus 
a study of the peripheral blood of lymph 
node involvement alone, unless there is 
an acute focus of infection causing loca- 
lized, regional node enlargement. 


In any case of obscure adenopathy, as 
indicated above, a complete clinical ex- 
amination and x-ray examination of the 
chest and simple blood studies including 
serology may be of value. Special pro- 
cedures that may be of value are bone 
marrow aspiration, which may be very 
helpful in both acute specific adenopa- 
thies and neoplasia; serum globlins in 
Boeck’s Sarcoid; heterophile antibody 
procedures for infectious mononucleosis 
and various bacteriological studies, when 
specific organisms are suspected. 


Biopsy, however, may be the sole 
means of arriving at an accurate diag- 
nosis. Lesions in which the histopatho- 
logic diagnosis is accurate and specific 
are listed above; early employment of 


CLINICAL MEDICINE 


this final diagnostic tool may save 
many regrets and a life now and then. 


THE CHOICE OF A BIOPSY SITE 


In the presence of generalized or mul- 
tiple regional adenopathy, inguinal nodes 
are frequently most alluring from the 
standpoint of accessibility and cosmetic 
considerations. They are, however, usu- 
ally least satisfactory for diagnosis be- 
cause of non-specific inflammatory and 
fibrotic changes normally seen. In gen- 
eral, the anatomic site chosen should 
present the largest node available for 
removal, and the temptation to remove 
only the smaller satellite nodes, due to 
technical difficulties is best suppressed 
when possible. In neoplasia, primary or 
metastatic satellite nodes may be moder- 
ately enlarged due to secondary inflam- 
matory reaction. The following case is 
an example. 


In this case two half-hearted biopsies 
failed in their purpose and needlessly 
delayed definitive surgery. 


Fluctuant or necrotic nodes, the dense 
fibrous or scarred node and those com- 
pletely calcified are least likely to show 
an active or diagnostic process micro- 
scopically. Where possible, additional ad- 
jacent nodes should be taken if neo 
plasm is suspected. The reason is obvi- 
ous and needs no further comment. 
Hodgkin’s Disease frequently produces 
dense fibrous nodes which show no mi- 
croscopic evidence of the basic lesion. 
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SPECIAL PROCEDURES 


When nodes are removed, and a patho- 
logist is available, they are best sub- 
mitted to him, in a sterile container, 
using sterile technique in handling. If 
delay or shipping is necessary, the 
surgeon or assistant should make a sin- 
gle incision through the node and if 
gross degenerative, necrotic, or caseous 
changes are seen, a thin slice for imedi- 
ate culture should be secured and placed 
in appropriate media. Brucellosis and 
tularemia should always be kept in mind. 
Guinea pig inoculations should be initi- 
ated at this time if indicated. (Once the 




















Value of Biopsy 





1. Non - specific Valuable 
for exclusion only. 





culture may be diag- 
nostic. 






tic value. 












. Chief value for culture. 





. Value for exclusion 





. Value for 
only. Non-specific. 








tic (seldom indicated) . osis. 

















PROBLEMS IN PRACTICE 


ACUTE LYMPHADENITIS 


1. Infections of inflamma- 
tory drainage. focus. 


2. Not indicated. 2. Bubonic plague. 


. Histologic exam and _ 3. Tularemia. 


4. Frequently of diagnos- 4. Kala Azar. 


5. Brucellosis. 


CHRONIC LYMPHADENITIS 


1. Chronic focus of infec- 
only. Non-specific. tion in area drained. 


. Biopsy usually diagnos- 3. Infectious 


METABOLIC DISEASES 






tissue is in formalin, this valuable diag- 
nostic adjunct is lost to the investigator.) 

A second valuable procedure, found of 
proven diagnostic value by the authors 
in certain conditions, is the impression 
smear, taken by lightly pressing the 
freshly cut surface of the node against 
microscopic slides, fixing the smear in 
methyl alcohol and staining with Giemsa 
or Wright stain. 

Only after all of the above procedures 
have received consideration should the 
tissue be placed in 10 per cent formalin 
or other fixatives preferred by the Patho- 
logist. 


Underlying Disease Diagnosis 









Clinical examination for 





Clinical signs and 
symptoms and/or iso- 
lation of specific or- 
ganisms. 





Clinical. 





exclusion 2. Chronic dermatitis. Clinical. Biopsy usually 


non-specific. 





Mononucle- Clinical symptoms. Heter- 
ophile and_ peripheral 
blood studies. 





. Biopsy diagnostic. 1. Lipodystrophy, Clinical. Involves mesen- 
(Whipple’s Disease.) teric nodes in young chil- 


dren or infants. Biopsy. 


2. Biopsy diagnostic. 2. Gaucher’s Disease. Familial disease seen in 


infants or children. Clinic- 
ally diagnostic. X-ray 
shows flash deformity in 
long bones. Biopsy. 
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Value of Biopsy 


1. Biopsy diagnostic. 


CONSULTATION SERVICE 


GRANULOMATOUS ADENITIS 


Underlying Disease 


1. Tuberculosis. 


2. Biopsy usually of diag- 2. Syphilis. 


nostic value, 
indicated). 


(seldom 


3. Biopsy diagnostic. 


1. Biopsy diagnostic. 


2. Biopsy diagnostic. 


3. Biopsy diagnostic. 


4. Biopsy diagnostic. 


5. Biopsy may or may not 
be diagnostic. 


6. Biopsy may or may not 
be diagnostic. 
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3. Boeck’s Sarcoid. 


NEOPLASM 


1. Giant follicular lymph- 
oblastoma, (Brill’s Dis- 
ease). 


.. Lymphosarcoma (small 
cell, lymphocytic), 
large cell, lymphiblas- 
tic). 


. Reticulum cell sarcoma. 
(Reticulosarcoma) 
A. Stem cell. 
B. Clasmatocytic. 


. Hodgkin’s Disease. 


. Lymphatic leukemia. 


. Metastatic carcinoma. 


Diagnosis 


Clinical. Frequently only 
diagnosed by biopsy. 


Clinic for 
Serology. 


other lesion. 


Disease of adults, may 
have skin modules, X-ray 
of chest may show bi- 
lateral symmetrical hilar 
enlargement of parenchy- 
mal infiltration, punched 
out lesions of metacarpals; 
increased serum globulin. 
Usually diagnosed by bi- 
opsy. 


Clinical Tendency to se- 
rious effusions,  spleno- 
megaly. Biopsy. 


Multiple regional involve- 
ment, nodes, large, soft. 
Biopsy. 


Diffuse, rapid growth, ra- 
pid dissemination. Biopsy. 


Clinical. Pel Ebstein fe- 
ver; eosinophilia, medias- 
tinal involvement by 
X-ray, Biopsy. 


Clinical, peripheral blood 
studies, marrow studies. 


Diagnosis by clinically dis- 


covering primary site, 
consistence of nodes, biop- 
sy (needle). 


In nearly all cases of pri- 
mary lymph node malig- 
nancy the patient clinic- 
ally appears seriously ill 
rather early in the disease 
with early fatigue, weight 
loss, cachexia. 












To the average person, the normal 
body temperature is 98.6 degrees F. 
Anything above this is considered a 
fever. A few physicians have, with- 
out consideration, accepted this 
value and feel that anything from 99 
deg. and higher should be considered 
a fever. Fever is not present unless 
the mouth temperature is 99.5 deg. F. 
taken with the patient under resting 
conditions, with freedom from hot 
drinks, hot baths, or exposure to 
hot aif. 


Samson Wright, M.D., of the Dept. 
of Physiology, Middlesex Hosp. Med- 
ical School, England, points out that 
mouth temperatures should be taken 
with the thermometer retained for 
at least 3 to 4 minutes. In a study 
of normal medical students, it has 
been shown that the thermometer 
does not rise to a level until 3 min- 
utes by mouth, 4 or 5 minutes by 
groin, and 3 minutes by axilla. The 
maximal temperature in the axilla 
is lower by 1 degree, or more, than 
that in the mouth. The maximal 
temperature in the groin is approxi- 
mately closer to that in the mouth. 


Effect of Hot and Cold Drink 


If one cup of hot liquid is taken, 
the temperature in the mouth rises 
rapidly to 101 degrees, if two cups 
are taken, the temperature rises to 
102.5 degrees. Then falls to the con- 
trol level in 5 to 8 minutes. If a 
quart of ice cold water is drunk as 
rapidly as possible, the mouth tem- 
perature will drop to 95 and remain 
there for 8 minutes, slowly return- 
ing to normal, within the following 
8 minutes. If a quart of ice cold 
water is drunk slowly, body tem- 
perature drops slowly to 95 over a 
quarter of an hour, remains at this 
level for 15 minutes and then slowly 
returns to normal over a total pe- 
tiod of 2 hours. 


Variations in temperature during 



























































































































































PROBLEMS IN PRACTICE 


Fever Versus Normal Body Temperature 
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the 24 hours are quite wide as seen 
by Fig. 1. the temperature drops to 
96 deg. at the least active time of 
the day and rises as high as 99 at 
the most active. The extreme range 
of normal is between 99.2 and 96.2. 
A daily fluctuation of 3 deg. may 
thus occur in one normal person. 


°F100 
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o 
o 
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Fig. 1. — Diurnal variation of body 
temperature. 
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Fig. 2. — Diurnal variation of body 
temperature and heart rate. 


There is a distinct correlation be- 
tween mouth temperature and heart 
rate, confirming the clinical rule that 
the heart rate varies by 10 beats 
per minute for every 1° change in 
body temperature. There is a wide 
variation in the heart rate of a nor- 
mal person even at rest; the range 
varies from 60 to 90 pulse rate per 
minute. (Fig. 2.) 


Effect of a Hot Bath 


If the subject gets into a hot bath 
and stays in it for 5 to 6 mintues, 
the mouth temperature may rise 
from 98 deg. to more than 100.3 
deg.; heart rate from 75 to 115 beat 
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and the respiration rate from 12 to 
28 per minute. The mouth tempera- 
ture may subsequently take some 
30 minutes to return to normal, with 
the respiration and heart rate recov- 
ering more rapidly. (Fig. 3) 

This experiment shows clearly the 
limitations of normal temperature 
regulation, and how it can break 
down quickly under conditions of 
stress. In a bath at 110 deg. F. heat 
is being taken up by the immersed 


BATH 10°F 
ST 


MEART-RATE RESPIRATION 


os 6 &S Rk S&S 86 2M 2 27 30 33 MH 3S 
MINUTES 


Fig. 3. — Effect of a hot bath on 
body temperature, respira- 
tion and heart rate. 


part of the body and heat loss 
depends mainly on evaporation of 
sweat from the exposed part of the 
body. Body temperature is raised 
by the heat released by the meta- 
bolism as well as by the heat taken 
up from the bath. 


Effect of Exercise 


If a brisk walk is taken for 15 
minutes, the temperature may rise]. 
as a result by more than 1 deg.,]}° 
recovering slightly in the next half- 
hour. (Fig. 4.) Severe exercise in a 
hot, humid climate, may produce 
marked fever. 
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Fig. 4. — Effect of exercise on body 
temperature and heart rate. 


Penn Test for Cancer 


The Penn test, described by Dr. Leon- 
ard A. Scheele, Surgeon General of the 
Public Health Service, as ‘‘most promis- 
ing of the general tests for cancer so 
far reported,’’ will receive its first inde- 
pendent try-out under the supervision of 
Dr. Stuart W. Lippincott in Seattle, 
where the University of Washington and 
the Public Health Service maintain a 
cooperative project for evaluating and 
developing cancer diagnostic tests. 


The test itself is based on a serum 
flocculation (particle-forming) reaction 
discovered in blood from cancer patients 
by Dr. H. S. Penn, who developed it for 
use as a cancer diagnostic test in asso- 
ciation with Drs. George C. Hall, Albert 
W. Bellamy, and Andrew H. Dowdy, all 
of the University of California at Los 
Angeles. In the test procedure, an ex- 
tract or antigen derived from human 
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cancerous liver tissue is added to blood 
serum taken from the person to be 
tested. The serum is said to form parti- 
cles in suspension if the person has can- 
cer, but remains cloudy if he is cancer- 
free. 


Citing results based on about 4,500 
persons tested at Los Angeles, Dr. Hall 
reported, that the Penn test was nega- 
tive for 99.5 percent of normal persons 
and positive for 98.6 percent of thosefj 
with cancer. Hospitalized cases of arthri- 
tis, liver disease, active tuberculosis, 
syphilis, and other diseases, and preg: 
nancy, gave approximately 13 percent 
false positive reactions. Since such con- 
ditions are generally recognizable, this 
indicated shortcoming of the test is not 
necessarily a serious handicap to its gen- 
eral use as a screening method in the 
community. 





Treatment of Rheumatoid Arthritis 


The treatment of rheumatoid arthritis 
is in a transition. The recent approach 
in administering cortisone and ACTH as 
“[well as the steroid pregnenolone has 
been cautioned recently; it has been 
stated that in spite of the remark- 
able initial effect recurrences and side 
effects are so frequent that, for the time 
being, the application of these prepara- 
tions are still, and will be for a long 
time, in the stage of investigation. Fur- 
thermore, for the general practitioner 
these hormones, if obtainable at all, are 
so expensive that their general use is 
hardly possible. 

There are still two main pillars of 
treatment of rheumatoid arthritis. One 
is acetylsalicylic acid which, in parti- 


e,fcular combined with aluminum hydrox- 


ide and ascorbic acid continues to be 
safest and most effective analgesic drug 
(Saleedrox Tablets). The second chief 
preparation is gold salts, either alone or 
in combination with sulphur. (Aurol-Sul- 
fide). The main objection against the 
use of gold was their toxicity, yet D. 
Robinson (Canad. Med. Ass. J. Vol. 47, 


‘ti:fPage 158, August, 1942) has stated that 


‘ftoxic reactions have been over-empha- 
“Isized; and R. Robison (Stanford Med. 
Bull. 4:15, 1946) has pointed to the pre- 
cautions which should be taken to pre- 
vent this toxicity. 


Aureomycin Treatment 

efin Tularemia 

While until a short time ago streptomy- 
cin was predominantly administered in 
‘itularemia, there have been reports re- 
cently in the literature pointing to the 
“[ereater effectiveness, the lower toxicity, 
and the advantage of oral administration 
of aureomycin (J. C. Ransmeier, J. 
"UClin. Invest. 28:977, 1949—H. I. Lindeke 
and S. N. Maiden. J.A.M.A. 2:99, Jan 
14, 1950). 
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Migraine Headaches 

Ergotamine is perhaps the most wide- 
ly used agent in migraine attacks; yet 
its effeciency is estimated at about 40 
percent of cases, only. Good results were 
obtained in 27 of 31 migraine attacks oc- 
curring in 13 of 15 patients treated. 
Sufficient nicotinic acid was administer- 
ed intravenously to produce flushing, last 
ing for a quarter of an hour. The initial 
dosis was 100 mg., which was followed 
by a second dosis of 50 to 200 mg., in 
case that the flushing disappeared too 
soon, There were no untoward side ef- 
fects. (F. R. Grenfell. Am. Pract. 3:542, 
1949) 


Penicillin in Subacute 
Bacterial Endocarditis 

Report on a follow-up study of thirty 
patients treated with penicillin at Stan- 
ford Hospital in the years 1944 to 1946. 
30 patients were followed either until 
death or until 1948. During this period, 
10 patients died, 8 of heart failure and 2 
of unrelated causes. One patient was 
still alive, but with overt heart failure. 
Of those surviving, 8 showed evidence 
of cardiac damage (in electrocardio- 
gram and by roentgenographic measure- 
ment). 2 patients experienced late re- 
currence, 24 and 31 months, respectively, 
after successful treatment. Major embol- 
ic phenomena occurred in 8 patients at 
least one month after the start of ade- 
quate therapy. Petechiae, subungual 
hemorrhages and Osler’s nodes appeared 
variously in 13 patients more than one 
month after the therapy was started. 
Embolic episodes are without signific- 
ance as to the effectiveness of antibac- 
terial therapy. None of the patients 
showed evidence of continuing renal les- 
ion. The overall mortality in this series 
was 29 per cent. (P. L. Pillsbury and 
M. J. Fiiese. Arch. Int. Med. 4:675. April, 
1950). 
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Thumb Flexion in Infants 

‘“‘The usual history of trigger thumb in 
infants is that the mother has noticed 
that the thumb cannot be completely 
extended. It may be extended easily to 
about 150 degrees; further effort causes 
the thumb to jerk before extension is 
complete. The thumb can be flexed about 
30 degrees; it will then jerk before flex- 
ion can be continued freely during the 
rest of the excursion. . After these 
symptoms have been present for several 
months, the thumb locks and can no 
longer be extended beyond 150 degrees. 

. . Often the ‘locking’ or inability to 
extend the thumb completely is the first 
recognized symptom.’’ In the patients 
observed, the symptoms appeared be- 
fore age 3; generally the child does not 
experience pain and there is no indica- 
tion of previous trauma. ‘‘Examination 
reveals a small nontender, palpable 
mass on the flexor surface of the thumb, 
over the neck of the metacarpal. As the 
thumb is moved, the mass moves up 
and down with the flexor tendon. The 
snapping is the only abnormal finding.’ 
(E. E. Sprecher, J. of Bone and Joint 
Surg., 31-A:672, July 1949). 


Sodium Therapy Deaths 
in Diabetic Coma 


Deaths occurring after the first six 
hours of treatment in diabetic coma, 
may be due to giving of too much 
sodium, with production of this syn- 
drome: Poor circulation, cold hands and 
feet, thready pulse, poor heart beat, fish- 
mouth respiration with poor function of 
the respiratory muscles, weakness of 
peripheral muscles, perhaps paralysis, 
and death from cardiac and respiratory 
failure. —Allen Butler, M.D. (Harvard 
Medical School, Boston) in Chicago Med. 
Soc. Bull., June 18, 1949. 


CLINICAL MEDICINE 


Sliding Hernias 

Sliding hernias are not rare. ...A 
sliding hernia should be considered when 
the hernia is large and when reduction 
is difficult and painful. The neck of the 
sack is apt to be wide. A truss is often 
hard to fit and apt to cause pain. If the 
bladder is the offending organ, urinary 
symptoms are common. . Gas can 
sometimes be identified in the bowel 
which makes up the hernia. . . . In rare 
cases the entire hernia is made up of 
bowel, no free peritoneum being present. 
. . . Sliding hernia of the bladder occurs 
usually in direct hernias. (R. K. Gil- 
christ. J. of the Kansas Med. Soc. 50:57 
Febr. 1949). 


Elbow Disabilities 

Elbow disabilities may be caused by 
olecranon bursitis, radio-humeral bursi- 
tis and tennis elbow. Olecranon bursitis 
most often is due to striking the elbow 
against a hard object. In the fluctuant 
swelling that may develop, in acute 
cases, aspiration produces red blood; in 
chronic cases the aspiration fluid has an 
amber color. Persons having the habit 
of leaning on the elbow or of knocking jf’ 
the joint often while working may de 
velop a chronic villous bursitis (J. K. 
Stack, S. Clin. North America, 29:155, 
1949). 


Causes of Diarrhea 

1. Amebiasis, 2. bacillary infection, 3. 
food poisoning from unsanitarily pre- 
pared food, 4. Salmonella infection in in- 
fants, or infant diarrhea in general, 5. 
local irritation from heavy metal or 
other chemical compounds, 6. allergic 
reactions and 7. psychoneurotic disturb- 
ances. Ameba should be sought when- 
ever persistent diarrhea occurs.—C. D. 
Leake, M.D. in Postgraduate Medicine, §, 
July 1949. 
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BUUh REVIEWS 


Any book reviewed or listed in these columns will be procured 
for our readers if the order, addressed to CLINICAL MEDI- 
CINE, 1232-36 Central, Wilmette, Illinois, is accompanied by 
a check for the published price of the book. 















Atlas of Human Anatomy The Nose 


By M. W. Woerdeman, M.D., F.R.N.A.Sc. An Experimental Study of Reactions with- 


Professor of Anatomy and Embryology, in the Nose in Human Subjects During 
and Director, Anatomy Department, Uni- 









Varying Life Experiences. By Thomas H. 
versity of Amsterdam. 512 Plates, Vol. I; Holmes, M.D., Research Fellow in Medi- 
ie a —e = II, tee Pa ene cine, Stewart Wolf, M.D., Associate Pro- 
10.00. Both volumes, 00. adelphia, Pe . i G. lf, M.D., 
5; Blakiston Company, Publishers. fessor of Medicine, Harold G. Wolff, 


; Professor of Medicine (Neurology), Corn- 
Gress anatomy has been described and illus- eil or College, — York City. 


trated for hundreds of years. How then can a Springfield, Illinois: Charles C. Thomas, 
new anatomy be different, interesting and in- Publisher. 1950. $4.50. 

structive? The author has here shown anatomy he Wolfs have been studying the human 
in a complete sense, with integration of the peing and his reactions in various organs 
surface and deep structures, with visualiza- including the gastric mucosa, the nose, the 
tion of nerves as they relate to skin and muscle —_,ainful neck and other pains elsewhere, in an 
innervation, with color illustrations of various ndeavor to relate his whole personality to 
egans to = — Visibh life like; with ~ his local symptoms and signs. This is an or- 
tails, — ea ah ee by ‘bled c oe ganized study of the patient as a person, and 
owes saareeneTs: We auseus —— a return to the old family doctor who knew 
of one system, xo. Se ae — and uri- his patients 

nary tract, so illustra so as to give a com- ; 

wehensive picture anatemmiony and later seme aiearier ate Gates ‘pat con ae 
‘anahiener — ‘eeded - Sadie ton staid, respond in one and show little or no response 
too dull, too much a matter of memory and in another. Depending upon the nature of the 
too little a matter of relationship. These vol- event, the nasal mucosa may swell or shrink. 
umes make it exciting, living and relevant to A stimulating volume, to the g.p. or rhinol- 
the practice of medicine and surgery. ogist. 

Volume I portrays the bones, the joints and 

2 i. a a oe ae eC Guide to General Medical Practice 
,, an ; ervous : , , 
chiding organs of sense. The microscopic de- By Martin G. Vorhaus, M.D., Attending 
tails are not given in neuroanatomy. Those Physician, Hospital for Joint Diseases, 
aoeees oe, presented an - be _ ie — a oan gn The Mac- 
wi e naked eye or w a small magnify- n . . $3.50. ka : 
ing glass. There are diagrammatic presen- A book that every general practitioner will 
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in fiations of important nerve thways, periph- enjoy and use, this volume presents the mi- 
an eral vessels and nerves and the lymphatic sys- nutiae of establishing a practice, the use of 
 giem. the fluoroscope, the actual development of a 
it f} Fortunate the student who may use this set practice including professional and lay rela- 











ng of anatomical illustrations. Happy the practic- tionships and business methods, the approach 
ing physician or surgecn who can review his to common clinical problems and symptoms 
le-Fanatomy so readily. 


(gastrointestinal, constipation, headache, back- 










K. ache, hypertension, cardiac problems, fevers, 
55 ACTH Conference severe ane. a - = 
’ . a states), the role of adviser in family problems 
prugontinge Edi = F _. Gas im of adolescence, vocational opportunities, pre- 
Medical Director rmour ‘Laboratories’ marital education, sexual activity, parent- 
Chicago. 178 contributors. Philadelphia 5. child relationship, menopause leisure and hob- 
Pennsylvania: The Blakiston Co. 1950. bies of later life. 
3.8 $5.50 The interne and resident, the younger man 





Each chapter is a report presented at the first just getting started can do no better than to 
clinical Siemeet ah . The original men consult this book which deals with the specific 
carrying on research presented in separate rather than with the general. The established 
papers their experiences with this marvelous physician will welcome the methods of man- 
drug, marvelous both clinically and from the aging patients. 

standpoint of opening up further understanding 

of health and disease. ACTH influences many Textbook of Endocrinology 
liseases, some of them dramatically. Armour ’ ue 

and Company are to be congratulated upon for Edited uy Robert H. Williams, M.D., Exec- 
making it available and for resisting the urge utive Officer and Professor of Medicine, 
‘o commercialize it. The book is well done as University of Washington School of Med- 
it includes discussions, the real meat of the icine, Seattle, Philadelphia: W. B. Saun- 
matter. It cannot be too highly recommended ders Company. 1950. 

for those who wish to know about studies to The text opens with a discussion of general 
date. principles or ‘“‘laws’’ of endocrinology, to 
























AUGUST, 1950 


BOOK REVIEWS 


orient the reader. This is especially valuable 
to the physician who wishes to bring himself 
up to date and to refresh his memory. 


A number of authorities discuss each en- 
docrine activity, clinical manifestations and 
management. The black and white and color 
illustrations depict typical facies and appear- 
ance of patients and lesions. Not the least in- 
teresting and important is the chapter on psy- 
chodynamic aspects of endocrinopathies, a 
topic that has had little recognition in the 
past. 


Both student and physician will use and 
enjoy this text. 


Training for Childbirth 


By Herbert Thoms, M.D. Professor of Ob- 
stetrics, Yale University Medical School. 
New York: McGraw-Hill Book Company. 
1950. $3.00. 


A simple, straightforward discussion of ‘‘nat- 
ural”’ childbirth, rooming-in of babies with the 
mothers and other humanizing factors taking 
place in obstetrics. It should be most reassur- 
ing to prospective mothers to read the actual 
accounts given by patients as to onset, dis- 
comfort during and sensations following labor. 
The material is factual yet interesting. The 
small book is recommended to mothers, fa- 
thers and to physicians who are not yet using 
these newer technics. 


A Primer for Diabetic Patients 


By Russell M. Wilder, M.D., Mayo Clinic, 
Rochester, Minnesota; Professor and 
Chief, Department of Medicine. Philadel- 
phia: W. B. Saunders Company. 1950. 
$2.25. 


A complete patient’s manual for diabetics, 


including directions as to day-by-day manage- 
ment, recipes and food allowances, cautions 
concerning emergencies and a factual descrip- 
tion of diabetes itself. Directions are given 
to the physician for the management of com- 


plications and planning the diet. The latter 
would seem a bit out of place in a patient’s 
volume, as the nervous patient cannot avoid 
reading them and worrying about the possi- 
bilities outlined and the course of therapy. 
Aside from this, the volume can be highly 
recommended. 


Clinical Nutrition 


Edited Norman Jolliffe, M.D., F. F. 
Tisdall, -D. and Paul R. Cannon, M.D. 
For the Food and Nutrition Board, Na- 
tional Research Council. 127 illustrations. 
New Ycrk: Paul B. Hoeber, Inc., Medical 
Book Department, Harper & Brothers. 
1950. $12.00. 
A magnificent volume for the physician 
interested in seeing that his patients receive 
proper nutrition, that cases of dietary defici- 
ency are recognized and treated and that his 
knowledge of proper nutritien is up to date. 


The colored illustrations are well done, and 
helpful in picturing the appearance of tongue, 
gums, teeth, skin and eyes in patients with 
various deficiencies. 

The huge literature on nutrition is sum- 
marized and critically analyzed for errors, 
especially those based on empirical, uncon- 
trolled clinical observations, i.e. the use of 
pyridoxine in hyperemesis gravidarum. 

The general practitioner, the internist, even 
the worker in the field of nutrition, will wel- 
come and use this volume. 


CLINICAL MEDICINE 


Water and Salt Depletion 


By H. L. Marriott, C.B.E., M.D., F.R.C.P., 
sex H » London, England. 

Springfield, Illinois: Charles C. Thomas, 
.. Publisher. $2.00. 1950. 
Three years ago this author published a series 
of papers in the British Medical Journal which 
made clear, to this reviewer at least, the 
essential differences clinically in water and 
salt lack, the conditions in which they tend to 
occur, how to prevent them and how to treat 
them once they have appeared. 


The author presents a complicated subject 
interestingly and without the pages of hiero- 
glyphics and equations seemed so essential 
by writers in the field of intra- and extra- 
cellular fluid. He feels that the clinician can, 
with the aid of a few simple tests and obser- 
vation of the patient, maintain him in a safe 
balance. 


Peptic Ulcer 


By A. C. Ivy, M.D., Ph.D., Vice President 
of the University of Illinois in Charge of 
Chicago Professional Colleges; M. I. 
Grossman, M.D., Ph.D., Associate Profes- 
Sor of Physiology, University of IUinois, 
College of Medicine and William H. Bach- 
rach, M.D., Ph.D., Research Associate in 
Physiology, University of Southern Cali- 
fornia School of Medicine. 137 illustra- 
tions ; i ieé pages, 1950. $14.00. Philadel- 
phia: The Blakiston Company. 
This is a volume for the internist, the gas- 
tric surgeon, the gastroenterologist and other 
physicians deeply interested in peptic ulcer. 
It is a summary of world literature on 
ulcer and its correlation with research and 
clinical study. Pathogenesis includes one-half 
of its pages. Physiology of the stomach, and 
= apne implanted into it, is presented in 
etail. 


The psychosomatic aspect of ulcer is dis- 
cussed in 24 pages and the conclusion reached 
that it may be related to emotional tension. 
It might have been more informing to have 
this chapter written by a clinician who had 
first hand experience with ulcer patients and 
was not dependent upon the literature. 


More than one hundred pages are devoted 
to the diagnosis and differential diagnosis of 
peptic ulcer. The material is well organized 
and readily available. The interpretation is 
well done. 


The section on treatment gives much clini- 
cal information concerning the efficacy of 
various medical agents and the employment 
of various surgical procedures. 


“Of the making of books there is no end” 
and the reviewer may be pardoned a groan 
as he spies another book in this lately over- 
worked field. 


He was determined not to like it but did so 
in spite of himself. Sentences force them- 
selves on your mind and memory: “The 
over-aged bachelor is not a free agent, decid- 
ing his own destiny. His neurosis does that 
job for him. He is a sick man who manages 
to maintain a certain amount of neurotic 
equilibrium as long as he does not marry.” 


“There is no innocent victim in any unm 
happy marriage.’’ The author points out how 
the aggrieved person actually chose a mate 
that would cause him distress. 


The physician or layman who reads this 
book will no longer accept as fact the ration 
alizations of the person who complains con 
cerning marriage. 
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